
WAIVER AND RELEASE
USE OF FITNESS CENTER
I desire to use the equipment and other resources of the Bee Hive fitness center (“Fitness Center”) operated by Madison County Health Care System (the “Hospital”).  
1.
I understand that if I am unsure whether my health is sufficient to allow me to use the Fitness Center equipment it is my responsibility to check with my medical provider.  
2.
I understand that I can request orientation to the safe and proper use of the exercise equipment and the Fitness Center from the Hospital Human Resources Director, if I so choose. 

3.
I understand that I will be unsupervised in the use of the equipment and in my exercise routine when using the Fitness Center.  
4.
I agree to use the equipment and other resources at the Fitness Center as directed and not abuse or misuse the equipment or exercise space provided by the Hospital.  
5.
I understand that the Fitness Center is open to Hospital employees, contract staff and members of the Hospital Board of Trustees, plus their Spouse or Significant Other (if living in the same household).  All eligible participants must be 18 years of age or older to use the Fitness Center.  It is not open to use by dependents.

6.
I understand that the Fitness Center is also open to Active Hospital Volunteers age 18 years or older.  If a Volunteer does not provide hours of service to the Hospital within a 12 month period of time, they will no longer be considered an Active Volunteer and won’t be allowed to use the Fitness Center.

7. 
The Fitness Center is currently available for use at any time, 24 hours per day.  I understand that these hours may be changed at any time or this program terminated at any time without the need for my consent.
8.
For security reasons the Fitness Center is locked and access is allowed via keypad access.  The windows will remain locked in the area to maintain security of the building.
9.
I understand that I am responsible for the keypad access code and am prohibited from allowing any other person to use the access code.  My privilege to use the Fitness Center will be revoked if I allow another person to use my access code.  The Hospital may change the keypad access code at any time in order to maintain security of the area.  The Hospital will provide the new keypad access code to eligible users outlined in in paragraphs 5 and 6.  The individuals in paragraph 5 are responsible to share the new access code with their Spouse or Significant Other. 
10.
I understand and agree that in order to utilize the Fitness Center, I must follow all related rules and recommendations.  I will notify the Hospital Human Resources Director if I note any problems with the equipment or misuse of the equipment.
11. 
The Hospital reserves the right to deny me access to the Fitness Center at any time and for any reason without any recourse by me.

12.
I understand it is my responsibility to complete the Fitness Center log each time I visit the facility.  The log may include such information as the date of visit, my name and whether I am an employee of the Hospital or not.  

13.
I agree to turn off all lights, fans, radio and the television as I leave the Fitness Center if no other participants are present.  If I utilized any moveable equipment such as weights, floor mats, benches, etc., I will return them to the original location found.  I agree to use sanitizing wipes to clean the equipment I have used.  

WAIVER AND ASSUMPTION OF RISK:
In recognition of the above, I agree to assume full risk and responsibility for any dissatisfaction or injury I may sustain as a result of my use of the Fitness Center and its equipment.  I release, waive and relinquish all claims demands, actions, or causes of action, known or unknown which I may have against  the Hospital including its Board of Trustees, officers, agents, employees, heirs, and assigns, as a result of my use of the Fitness Center and equipment.

In the event of an emergency, I authorize the Hospital or any employee or agent of the Hospital to secure from any licensed hospital, physician, paramedic or other licensed medical personnel, any treatment deemed necessary for my immediate care and agree that I shall be solely responsible for payment of any such medical treatment or services.

Further I affirm that I have read this document, been provided an opportunity to ask questions about its content and meaning, I understand what I have read and signed and voluntarily entered into this agreement.
_____________________________________


_________
Signature of eligible Participant (paragraph 5 & 6)

Date

______________________________________________

_________
Signature of eligible Participant’s Spouse 


Date

or Significant Other (paragraph 5)

